A 79-year-old woman presented to the emergency department with loin pain, decreased urine output, and fever up to 39.5 C. On physical examination, she had tenderness over the bilateral flanks, but she declined a pelvic examination. Urinalysis revealed bacteriuria, and a blood test indicated marked leukocytosis. Intravenous cefazolin plus gentamicin were administered; however, her condition worsened with persistent high fever and altered consciousness. After our detailed explanation of the procedure, she underwent a pelvic examination ( Fig. 1A) and abdominal computed tomography ( Fig. 1B and C) , which showed significant procidentia (total pelvic prolapse, including uterine prolapse, cystocele, and rectocele), severe bilateral hydronephrosis, and hydroureter without bladder distension. Kinked, enlarged ureters were seen before entering the bladder, which further implied that the level of Fig. 1. (A) Photograph of the external genitalia on pelvic examination shows procidentia; the uterus is noted protruding outside the vagina. (B and C) Abdominal computed tomography reveals severe bilateral hydronephrosis (arrows) and hydroureter without bladder distension, implying that the level of obstruction is at the ureterovesical junction (arrows).
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Tzu Chi Medical Journal j o u r n a l h o me p a g e : w w w . t z u c h i m e d j n l . c o m obstruction was at the ureterovesical junction. Pelvic reconstruction surgery, including a hysterectomy, bladder neck suspension, and mesh repair was performed, followed by administration of broad-spectrum antibiotics. Hereafter, she recovered well and was discharged after 7 days of hospitalization. A follow-up ultrasound demonstrated regression of the hydronephrosis. This unusual condition occurs more commonly in elderly or multiparous women, in whom the pelvic organs, including the uterus, bladder, and rectum, drop outside the bony pelvis. Distortion of the normal structure may result in urinary tract obstruction, hydronephrosis, and even urosepsis.
In many countries, pelvic prolapse and associated symptoms are considered embarrassing, so women usually avoid mentioning the condition or undergoing related examinations when seeking medical help. Therefore, it can be overlooked by clinicians. Obtaining a detailed patient history and a thorough evaluation, including physical, pelvic, laboratory, and image examinations, are important for both the correct diagnosis and treatment. Releasing the obstruction and regaining function of the urinary system are essential in the management. Restoration of the anatomic position can be achieved by use of a pessary to improve physical support or by means of surgery if the condition is severe or nonsurgical attempts fail. Early recognition and timely intervention are the keys to saving the kidneys from further irreversible change.
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